The 1999 Institute of Medicine report *To Err is Human: Building a Safer Health System* highlights the prevalence of medical errors in the United States health delivery system.^[@B1]^ The report, which was based on data extrapolated from 2 other studies, suggests that at least 44 000 and perhaps as many as 98 000 Americans die as a result of medical errors yearly.^[@B2],[@B3]^ Based on these findings, the authors call for 4 major initiatives: Establish a national focus to create leadership, research, tools, and protocols to enhance the knowledge base about safety;Identify and learn from errors through immediate and strong mandatory reporting efforts, as well as the encouragement of voluntary efforts, both with the aim of making sure the system continues to be made safer for patients;Raise standards and expectations for improvements in safety through the actions of oversight organizations, group purchasers, and professional groups;Create safety systems inside health-care organizations through the implementation of safe practices at the delivery level.

After publication of the report, the resulting cry for reform was predictable and warranted. The authors of *To Err is Human* suggest that the external environment creates sufficient pressure to make errors costly to health-care organizations and providers so that they would be compelled to take action to improve safety. Medical leaders, politicians, medical academicians, and organized medical organizations throughout the United States have taken note.

A key feature of the Institute of Medicine\'s report is to shift blame from individuals making errors to a focus on preventing future errors by learning from medical mistakes and then designing safety into the system. Individuals must be vigilant and accountable for their actions. But when an error occurs, individual blame does little to make the system safer and prevent others from committing the same error.

Patient safety, although only a subset of overall quality-related concerns of the report, is a significant issue, and the provision of patient safety demands a competent physician. Physician competence, therefore, should be and is a major concern. It follows that the issues of competence and competency must be at the heart of certification efforts. To that end, a consensus appears to be evolving that the present system of American Board of Surgery certification and recertification needs to be reevaluated. A definitive plan to overhaul the certification/recertification process has not yet been articulated; however, several significant points seem to be emerging.

First, the current practice of recertification every 10 years probably involves too long a period of time between evaluations. Medical knowledge is continually expanding and related technologies are rapidly developing so that just to remain current has become increasingly more difficult. Second, the process of measuring cognitive expertise with a single instrument---a multiple choice examination (MCE)---is probably not sufficient to accurately measure the true competency of a medical practitioner.

To address shortcomings in evaluating medical practitioners, many medical leaders are proposing a more rigorous framework to evaluate competence and to couple this evaluation with the concept of maintenance of certification. The American Board of Medical Specialists has adopted the concept of "maintenance of competency," which would be an ongoing evaluation and certification of professional competence. Rather than spot-checking cognitive expertise at defined intervals, 10 years in the case of surgical specialties, practitioners would have to maintain their certification through a process of ongoing evaluation(s).

Dr. Richard Bell, who chairs the Education Committee of the American College of Surgeons, in a presentation to the Society of Laparoendoscopic Surgeons in September 2004, suggested that, in the future, it would be required of a medical practitioner to demonstrate competence in the following manner: Evidence of professional study and professional behavior;Evidence of a commitment to life-long learning;Evidence of cognitive expertise;Evidence of evaluation of performance in practice.

Evidence of professional study and professional behavior could be documented in several ways. For example, evidence of matriculation through an approved medical school would demonstrate that the practitioner had gained a certain level of basic knowledge. Evidence of professional behavior could be documented by a commitment to serve on an institution\'s committees and attendance at departmental meetings. Adverse actions by an ethics committee or disciplinary action by a medical staff would also weigh into an evaluation of professional behavior.

Commitment to life-long learning is currently documented by participation in continuing medical educational (CME) activities. The number of hours varies with the specialty and state in which the specialty is practiced, but licensed physicians in Ohio must document 100 hours of CME activity over a 2-year period 40 hours of which must be Category I credit.

Cognitive expertise can be evaluated in several ways, but the most common one currently available is the multiple-choice examination (MCE). Part I of the American Board of Surgery initial certification process is an example of this testing methodology as well as the written recertification examination for established practitioners. The objective structured clinical examination (OSCE) extensively utilized in medical schools today could be adapted to evaluate practicing physicians. A series of clinical scenarios would be designed to assess performance in the 6-core competencies of medical knowledge, patient care, professionalism, interpersonal and communication skills, practice-based learning, and systems-based practice.

Finally, an evaluation of performance in practice could be obtained through the use of practice performance information (surgical outcomes, mortality and morbidity statistics, peer evaluation) and medical simulators. Although simulators to replicate surgical operative procedures are in their infancy, many advances have been made, and the goal of duplicating the efficacy of pilot training simulators is not far off.

It is clear that many options are "on the table." Which options or strategies will ultimately be selected are not yet apparent. But change will occur, and practicing physicians and surgeons should be an integral part of the decision-making process.
